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Presentation

MacKenzie Robertson — Office of the National Coordinator

Good morning, everyone. This is MacKenzie Robertson in the Office of the National Coordinator. This is a
meeting of the HIT Standards Committees Implementation Workgroup. This is a public call and there will
be time for public comment at the end, and the call is also being transcribed so please make sure you
identify yourself before speaking. I'll now take roll.

Liz Johnson?

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Here.

MacKenzie Robertson — Office of the National Coordinator
Thanks, Liz. Cris Ross? Robert Anthony? Kevin Brady? Anne Castro?

Anne Castro — Blue Cross Blue Shield of South Carolina — Chief Design Architect
I’'m here.

MacKenzie Robertson — Office of the National Coordinator
Thanks, Anne. Simon Cohn? Tim Cromwell? John Derr? Timothy Gutshall? Joe Heyman?

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
Here.

MacKenzie Robertson — Office of the National Coordinator
Thanks, Joe. David Kates? Tim Morris? Nancy Orvis? Steven Palmer? Wes Rishel?

Wes Rishel — Gartner, Inc.

Here.

MacKenzie Robertson — Office of the National Coordinator
Thanks, Wes. Kenneth Tarkoff? John Travis?

John Travis — Cerner Corp.
Here.

MacKenzie Robertson — Office of the National Coordinator
Thanks, John. Micky Tripathi? Gary Wietecha? And is there any staff on the line?

Scott Purnell-Saunders — Office of the National Coordinator
Scott Purnell-Saunders, ONC.

MacKenzie Robertson — Office of the National Coordinator
Thanks, Scott.

Chris Brancato — Deloitte
Chris Brancato, Deloitte, supporting ONC.




MacKenzie Robertson — Office of the National Coordinator
Thanks, Chris. Okay, Liz, I'll turn it back over to you.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Great. Thanks, everybody, for taking your time in. Again, | think we’re making great progress. Today we
will go through the inpatient summary and then if we have additional time we’ll start on the emergency
department summary, but we really are amazingly closing in on getting this work completed in a timely
manner.

The other thing | wanted to let the workgroup know is that thank you for all of your help with the letter
submission from our group. Really looking at the timing of the final Meaningful Use 2 regulations, via
when they have to implemented and so that letter has been completed and will be formally presented to
the Standards Group next week, um, with a desire to then present—have the Standards Committee send
it on to ONC. So | wanted to let you know that your work has been incorporated to the letter. It's been
finalized. It's been reviewed by our chairs and it's been put on the agenda for the next Standards
Committee. So again, thank you for that.

And | was—before we get to inpatient, | would ask is there any outstanding business from our outpatient
work or anything else that anyone on the call wants to bring up before we start through the inpatient
summary?

Okay, well hearing none, Scott, we’'ll do as we always do. You'll sort of lead us through the conversation
and then we will stop and add comments and-and you know, make sure that we get this to, you know, a
near ready state because what we hope to do is then go through the emergency room and then do sort of
a final check on is everything where we want it for presentation in September to the Standards
Committee.

Scott Purnell-Saunders — Office of the National Coordinator

Okay, sounds good. So I’'m looking at the, um, inpatient doc—inpatient summary document that we, that
was sent out with the rest of the materials this morning. Um, do we want to just start with the comments?
Do you just want to try to go through it line by line, as we’ve done before?

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

No, | don’t, | don’t think we, and | will ask the group, | don’t think we need to talk about why we have test
script or what the, um, the second page of this has to do with, you know, what pieces of the meaningful
use criterion are we trying to cover. | think we’re all familiar with that. | think we’ll just start with the
scenario assumptions and description itself, Scott, which for the group’s purposes would be starting on
printed copy page five.

Scott Purnell-Saunders — Office of the National Coordinator
Okay.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

Can | just ask, is anybody having trouble getting online?

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

| didn’t, but | don’t know about anybody else.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
I’'m on, every time | do it | get to something called Adobe Connect.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Huh.




MacKenzie Robertson — Office of the National Coordinator

Yeah, Adobe Connect, if you type, if you select guest and just type your name in that’s the webinar
platform we use.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

That part | did, and as soon as | do that it says it can’t connect and then it goes right to Adobe Connect.
All right, I'll give up. I'll try and find the printed document. Thanks.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Caitlin, can you send Wes the inpatient summary document or Scott can you?

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
This is Joe, Joe Heyman. Could you send it to me?

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Yes, for inpatient?

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
Yes.

Scott Purnell-Saunders — Office of the National Coordinator

Yeah, I'll send I'll send the copies of everything that are going to be sent out in 30 seconds or so. | have
an e-mail already drafted up.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Okay. So | think the very first comment then, Scott, we was from Joe and | have a kind of a different
comment. And | think, you know, one of my questions to you was, you picked critical access and |
wondered why that in lieu of an inpatient acute? | mean was there a reason or was it ju—I couldn’t figure
it out.

Scott Purnell-Saunders — Office of the National Coordinator

| think it was just—I mean it's, um, | don’t, | mean I think we just picked a setting. Chris, did you have any
specific reason why?

Chris Brancato — Deloitte

No, but again, we, we just picked the setting, and, you know, | certainly do understand the nuances of a
CAH and-and, you know, what they do and do not bring to the scenario. So, if you’re suggesting we use
just—

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Yeah, just acute, and, Joe, | would look for your input too, but | would just call an acute inpatient care
setting, you know, a hospital acute care a-and that way we don’t run into the nuances around critical
access.

Chris Brancato — Deloitte
That works for us, no problem. We’ll make that change.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

Speaking as someone who’s not familiar with the nuances, | imagine that most of the nuances relate to
the services that aren’t typically provided in a CAH. Are there any services that are typically provided in
Community Access that aren’t provided in a, in a normal acute care hospital?

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Not to my knowledge.




Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
Okay, that’s fine.

John Travis — Cerner Corp.

Yeah, they face a little more, this is John, they face a little more minimal set, but they are required
services that are—

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Right.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

Yes, but-so any, any, the assumption is any, all systems must qualify for both, which means if they qualify
for acute care hospital then they’re automatically qualified for CAH because it’s less, it’s strictly a subset
of the requirement.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
| think that-that’s an appropriate characterization.

John Travis — Cerner Corp.
| think most of the difference is going to be on how they are paid.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Exactly right, John. Yep. Okay, um, so and, you know, given that, then wh-that kind of eliminates our
issue around hospital ...

Chris Brancato — Deloitte
Yes. This is Chris Brancato, yes.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Yes, okay great. Okay, so then, um, if we go then, you know, this is just basically kind of getting the
person into the hospital and saying that the scenario would include administrative people, non-licensed
clinical, knowing that some of you don’t have this yet, and eligible licensed, um, oh pardon me, licensed
eligible providers.

So then they go into a typical general medicine unit and you've talked about a workflow, which is rational.
Um, the first thing, um, that | came to then, um, is that on page six at the bottom, the way you describe
the admission scenario is you have a patient coming in under a primary care physician. It could be
under—a primary care physician could be transferring that care to a hospital or caring for the patient
themselves, but, um, you give a list of information that you believe is going to be supplied at the point of
admission from our, from our doctors and, um, |- do not believe that to be the case.

Joe, | know that you’re exceptional and that you probably provide all this stuff, but this is not realistic in in
an inpatient acute care setting on a daily basis.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
I-I'm afraid that—I know | can’t see the document where | am.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Okay. So what is listed here is, um, the provider, which would be the primary care physician in this
scenario, would provide past medical history, general history, including smoking status, family history
implantable external devices, active medication list, past medication history, known allergies, consents,
power of attorney and advanced directives.




Chris Brancato — Deloitte

Liz, it's Chris Brancato. So | made some assumptions with that point, and-and being-being in the field I-I
absolutely agree with what you say. This was, um, me going back to the rules and the tenants of
meaningful use and hoping and, um, you know, in some not too distant future that the, um, attending
physician or the physician that referred would have the ability to provide this information from his EHR,
his or her EHR. So if that’s too far in the future, let me know.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Yeah, | mean, yeah, | think, Chris you’re absolutely 100%. This is exactly what we want, and-and it’s
absolutely the intent and vision of the-of what we’re doing. But | think when we build the scenario
predicated on this assumption, | don’t know what, I'm not going to make up a percent, | mean Wes would
probably come closer to knowing a percent than | would, but I-I do-do not think this is anywhere close to
mainstream. And so the reason | bring it up is because then we’ve predicated a number of steps that
follow based on the fact that we have this information and we don't.

Wes Rishel — Gartner, Inc.

Um, this is Wes. I've got two procedural questions and then a comment. Uh, are we working on version
1.0 of this document August o7

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
We are working on 1.1, | believe. Isn’t that right? That's what | have Scott.

Scott Purnell-Saunders — Office of the National Coordinator
It's ver-it's version 1.1 in the update—

Wes Rishel — Gartner, Inc.
Scott, if you could send me that I'd appreciate it. ....

Scott Purnell-Saunders — Office of the National Coordinator
It should be to you right now.

Wes Rishel — Gartner, Inc.

Yeah, and then what I'd, w-w-what I'd like to know is where we are in the document what page number,
section number or something.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Okay, so we’re under admission scenario. It follows a section called “Workflow” that Scott ... that say,
“Admission, evaluation, diagnosis and treatment and discharge” on the printed documents on page six. |
don’t, I don’t have the electronic document up.

Wes Rishel — Gartner, Inc.
Okay, so that’'s good enough. So, um—

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
Could you send it to Joe, too, please?

Scott Purnell-Saunders — Office of the National Coordinator
Yeah, they were sent to the whole e-mail list.

Wes Rishel — Gartner, Inc.
Just now?

Scott Purnell-Saunders — Office of the National Coordinator

Yes.



Wes Rishel — Gartner, Inc.

Okay. So my comment is that there are, um, w-w-what we’re trying to test, in my view, is the ability of an
EHR in, you know, in ... here to-to perform under the new scenario. So to say we aren’t going to test it
because it won’t be done much would leave us in the, in the mode of saying, “Well, we could end up with
some places ready to send the information,” but the EHR is saying, “Hey, we don’t, we don’t do that. That
wasn't part of the certification.”

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

That’s a good point, but Chris uh, or John, do you believe that the regs require that the provider provide
this information to us in an electronic format?

John Travis — Cerner Corp.

No. I, you know, and I-I'll give an example, this is John, um, that I, that kind of jumped out at me and that
was a list of implantable devices. There’s not a single reference in the proposed certification criteria to
recording an implantable device. Um, you know, so it-it goes out—it’s not to say it isn't—

Wes Rishel — Gartner, Inc.
Okay, 'm-I'm-I'm fine with that under that circumstance.

John Travis — Cerner Corp.

Yeah, that-that would be mine—and I'm putting on a narrow lens of, you know, where else might this be
used? | think most of the rest of the information on there has got a grounding to be in the list, to be
honest, given what—if you go look at the list of information in the clinical summary expected to be there
later or the things you’d expect to be collected from the patient, certainly, you know, um, known drug
allergies—

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

100% that-that was—I 100% agree with you in this administrative scenario. I'll bring those things up. My
concern was we sort of, we sort of opened the door to the scenario with saying all of this information will
be provided by the provider. | agree with Wes and you, John, both. There should be a, | will just call it a

catcher’s mitt, for the data to be used if it's available. I'm not sure that and maybe we can test for that, in
fact | know we can test for that, if appropriate, but | think you'll pick it up through the scenario.

John Travis — Cerner Corp.

Yeah, | think it-it's very good to ground it in what else might we go do with that. So collection of past
medication history sets up certain things. Documentation of allergies sets up other things. And we-we do
need a boundary statement of that kind. It is going to have utility for other things as we go through the
scenario.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
Well, this is Joe, this is the problem with the current CCR or CDA; that it doesn’t include this information.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Right. And so what we need to do Joe and Wes and John and o-other committee members is we need to
continue to raise our voice to say, you know, “Begin to include these things because they could, um, very
possibly impact the care of the patient in any scenario in which we provide care.” Recognizing that to put
it in a testing scenario when it’s not required is to ask vendors to prove they can do something, which is
not required, which puts us in a very difficult—

Wes Rishel — Gartner, Inc.

Well yeah, and-a, and if fact the new, the CDA version also doesn’t include implantable devices then, um,
there’s a lot of pre-work that has to go in order to-to include it and a lot of implementation work once the
standards work is done. So | would suggest we keep a list of items to go in a side letter effectively
suggesting that the Policy Committee consider them for stage 3.




Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
There you go.

John Travis — Cerner Corp.
Yeah, it's a very fair comment. | know there’s a lot of discussion about devices.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
This is Joe. This first bullet, the only thing that’s in a CDA is the problem list, period.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Right.

John Travis — Cerner Corp.

You know, you wonder, um, and this-this is, this could be stretched I’'m sure. This is John again. You
know, some of the treatments or surgeries could be represented as procedures. So—

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

Well, they-they wouldn’t be procedures in most DMRs. Most DMRs separate surgeries from procedures;
at least mine does.

John Travis — Cerner Corp.

Fair. | think that that was something that was—I know in dealing with our clients in stage 1 use they were
horribly confused by what’s a procedure, and looking desperately for a definition of it.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

And then the second, the second, the second bullet, the only thing that’s included in a health history
within a CDA is the smoking status | assume, and | don’t even know if that's in a CDA.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
| don’t re—I don’t remember it. John, do you? I'd have to go look.

John Travis — Cerner Corp.

I've got the, I've got the, um, summary of care records certification criteria up and admittedly that’s not the
CDA itself, but it's got all of the referenced standards for the content and, um, aside from smoking status
type there’s no structured code set standard reference. And I-I'm remembering there’s a content list as
well. If you’ll give me a moment I'll—I mean they-they’'ve got a lot of information that they’re suggesting be
in it, um, but not all of them have structure.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

You know what we might want to do? | think Wes’ idea is really good. Once we get the meaningful use
standards, which should be in the next surely 30 days, 45 days, um, the, um, then let’s go back and
revisit this concept. Um, and the reason | say that to you as a group is that would give us an opportunity
to actually see what-where they landed. And then | agree with Wes. Then that gives us a foundation, sort
of a launching pad to then say, “As you consider stage 3, here’s what'’s still missing.”

Is that acceptable to the group?

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

Yeah, and | would actually look back at all these bullets and see what ...

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Exactly.

John Travis — Cerner Corp.
| think that’s certainly fair.




Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
Because almost everything listed here is not in the current summary.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

So given, yeah, so given that, um, you know, w-where we are during this discussion, is it better phrased
to simply say, um, “The provider,” uh, “has prov-the provider has provided,” um, “the following information
to the hospital.” It-it doesn't, first of all, again, | don’t think, do we say as available? What do we do about
that? Because like | say you start your whole scenario and if | were—John, you’re going to be testing.
How would you respond to this?

John Travis — Cerner Corp.
Well, statements like, “It's available,” don’t do me any good.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Yeah, you have to do it. | know.

John Travis — Cerner Corp.

They’re good from a use perspective and | could see that as a, you know, a-a-a manner by which you’d
define a use measurement criteria like CMS did for the minimum content they required for a patient
electronic copy and if you didn’t provide that content you didn’t get credit ... .

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
... for everything.

John Travis — Cerner Corp.

| think in this case we’ve—the list does actually need to reasonably test the capability that the EHR’s
expected to meet. And I'll point you th-in the certification criteria proposed rule, ONC a-asks the question
under the clini-the transition of care summary, “Is the EHR technology capable of electronically providing
a sufficient amount of a patient’s health history using summary of care records formatted using
consolidate CDA?”

So they are very much asking for that input, and | imagine through public comment they’re going to get a
lot and we will—or have gotten a lot—and we will see, um, what may work to be a reasonable list and
should ground this in that. You’re going, they're going to define what structure, where structure is
required, um, because that’s definitely a point and that kind of sets a minimum content expectation, as
well. And then they’ll have other things that might allow for non-structured.

So to address to this point of not much of the health history has got, is documented, | might say it a
different way. Not much of the health history is recorded with structure in terms of a standard, other than
smoking status, and | don’t see in the proposed list that there’s, you know—so for example, there’s no
structure to substance abuse or, you know, psychosocial evaluation or, you know, what’s your family
history for different kinds of behavioral health issues or substance abuse issues.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Right. Joe?

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

So this is Joe. | would suggest where it says, “The provider has provided,” which is kind of a funny thing
to say, um, | would suggest they can just say, “The specific document that you want the provider to have
provided.” So if it's a CDA or if it's a CDA or an official health summary or something like that, | would say
that rather than trying to list what’s supposed to be in it.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

We could do that and then, um, either Scott or w-w-what we could do is we could then, when we get final
regs, we could delineate a little further just for testing purposes.



John Travis — Cerner Corp.

You know, that’s a great idea because the work will have been done for you. And what | mean by that is
the certification criterion’s gonna say what’s in it and point to that. If you expect the CD-consolidated CDA
to be what is incorporated, then that is the objective you're testing by the step, or | should the criterion
you're testing by the step, and there will be an elaborated dataset that'll define what it is.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Exactly. So let’s capture—

Wes Rishel — Gartner, Inc.

J-John-John just did the great thing of agreeing with you and saying something different. So, you know, a
master diplomat. Uh, but-but | want to be sure that we agree on a principle. Uh, when we’re done with this
process we will, we will say specifically what data must be extracted from the CCDA as a certification crit-
as-as a, in a testing scenario because, because we’'ve had a long series of issues of yeah, we can accept
a document but we can’t do anything with it.

John Travis — Cerner Corp.

And-and, Wes, you raise something very good. This is John again. If | recall, and | was looking for it and |
don’t want to take the time today, but in the certification criteria as they proposed it they kind of said in the
narrative, they gave a long list of stuff. Not everything neces—and then they made some statements
about in a structured format but they didn’t say what of the long list of stuff needed to be structured for
that incorporation.

Wes Rishel — Gartner, Inc.

Well I-I think there’s an issue of a structure that | think you have to go back uh-uh, yeah, there’s definitely
an issue that there may not be sufficient detail in the specification and it may not be reasonable to accept
EHRSs to have recorded family history, for example, in a structured format. Um, but, an-and |-l would say
we want to just note where our structure is clearly required a-an-and where it's not, but more important,
the-the actual criterion and proposed rule was not that you accept the CCDA. It was that you accept any
document type out of the CCDA, and be able to extract these data elements from it.

Now extracting a data element doesn’t necessarily mean it’s structured. So you could be extracting a
string of text that describes the family history of cancer uh, but-but the point is you can find that in a
document with a computer. Uh, you know, it's a double bonus is you can find it in a way that’s structured
and you have a system that's able to compute something based on structured data that said the father
had prostate cancer or something.

But-but the uh, even if you don’t I-I- think following the-the general approach of the proposed regulation,
which is you accept all documents in the suite or a list of documents in the suite, | forget which, and you
must be able to extract these specific data elements out. | think following that in the testing procedures
makes a lot of sense.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

So, Chris and-and Scott we’ve just thrown a lot of stuff at you. Um, do you feel comfortable that you can
translate this into a comment beside these sections, because we know we have additional work to do
once we see the final regs for this to be a testable criterion and a-a script that actually does, and that we
are then keeping this list so that if things are admitted from the final meaningful use stage 2 that we can
put it on our list to then suggest to Policy that they be considered for stage 37

Chris Brancato — Deloitte

So this is Chris. I-I took copious notes and we will reference the transcript back just to make sure that we
captured everything, um, correctly. So the answer’s yes, confidently yes.



Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

And-and we-we’ll review. | mean the thing is that we recognize the sooner we get to the document that
we will need to do a final review once there’s some sort of translating a lot of-of comments into some
articulated statements and then we can verify for you next time that we're on track.

And I, and I love your unfounded confidence that | actually spoke clearly.

Scott Purnell-Saunders — Office of the National Coordinator

Yeah, | mean we-we-we certainly will go back and check the transcripts, but we’ll also try and include as
best we can for final review.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Thank you.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

I-1 would just like to point out for reality purposes that the one thing that’s in here is a statement from the
physician about why the patient needs to be hospitalized, which of course would have been the most
important part of all of this and much more important than anything in any of the bullets.

Indeed.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

We can add that, so the statement of reason for hospitalization. Alright, we’re going to go to the next
sentence which says, “The information is carried with the patient until they are admitted to the nursing
unit.”

For the purposes of what we’re trying to do I-1 would prefer that we say something around, and | don't, so,
John, I'm going to turn to you as our vendor partner on this call. Um, you know, | envision this information
being available electronically. Not the patient carrying it. | know it’s a nit-pick and | don’t know if—I, the
only thing | care about one way or the other is when this represents a scenario that people would buy into
and, but that it doesn’t create a testing issue for you.

John Travis — Cerner Corp.

You know it, | have this mental image, this is John, that they’'ve thrown a clipboard onto the bed that
they’re transporting the patient with. So I’'m not so sure that statement adds any value. The next
statement really is the meaningful one.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Right, right, ‘cause | was going to suggest to you, Scott, we could really just omit this statement if-if
nothing else.

Scott Purnell-Saunders — Office of the National Coordinator
No problem.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Okay.

John Travis — Cerner Corp.

Now I'm—this is John again. | do kind of get into the next couple of paragraphs. There’s a fundamental
question. What do they say about the role of an ADT system or registration system as certified EHR
technology? There is not necessarily any predication of assumption that that’s in scope, but there’s an
awful lot going on here that is extraneous, | think, to the scope of certified EHR technology.
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Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

But I'll tell you what is included, John, and this is the reason that we-we’ve made the choice at Tenet to
have proprietary ADT system certified, which is a real pain, but the reason we did it is the regs as
previously written stated that where-wherever the source of truth was for this information, where the
amendments would take place, had to be certified.

Those on the phone know we use Sonar as our base system and we do run Sonar ADT in the
background of our Sonar clinical apps, but the source of truth, where we would make changes, which was
the-it wasn’t view, it was to make changes is the proprietary system. That’'s why | thought this was
important. Do you, in your testing procedures, even for the Sonar ADT module, have to show that you're
able to update in the ADT system?

John Travis — Cerner Corp.

Yeah, | think that there’s—you made a decision that was in part based on use. There is capability
present, for example, in our system to do, for the, for the set of demographics that were part of stage 1,
you can do those without necessarily using our ADT system. | think it is an operational question of if it's
necessary.

There’s certainly no constraint to say a vendor couldn’t or shouldn’t present those, um, for certification. |
think the-the worry a vendor would have, and it just speaks to going about things in essentially different
combinations on a modular level, is boxing people into that answer, because the-the thing that can ha-
that happens so easily is you'’re certifying a particular combination. So the vendor presents their ADT
system in their clinical EHR, you know, inpatient acute care EHR workflow solutions together. That's
what’s been certified together, you know.

So it makes statements about—because of the possession policy you’ve got to be careful what
combinations you present. So perhaps it’s that you present the ADT system as an EHR module and then
you don’t box people in if they have a different ADT system that’s also certified, but it does assume a
behavior in the market that we're all going to do that.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Right. I think what, Chris, | assume what you’re going for here is obviously all these elements are
required. We have to capture this data and we have to be able to show that a certified EHR data EHR can
capture it and allow for modifications. Now obviously there—

Chris Brancato — Deloitte
... paragraph correct, because I'm still reacting to the Medicare card and the—

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Well yeah, a-a-a-so let’s try to get first test first paragraph. So | think, | think what we need to do is we just
need to, you know, whether, again, we tried to describe a real life scenario, which is the task that we gave
you.

The reality of it is what we’re looking for from a testing criteria is that we’re able to gather this information
from whatever source, it could be a kiosk; it doesn’t have to be on paper. And then we need to have it,
information available because it becomes then part of our decision making, um, logic when we make
decisions about care rendered to this patient based on some of the demographics for example. So I'm
not, again, what we need to test for, and | don’t know if this says it or not, can we capture and modify this
information?

So here’s a suggestion. So what we want to say in this scenario is that, you know, the, this information is
going to be provided from a number of sources and we’re able to view and modify it electronically, right?
Wrong?

Chris Brancato — Deloitte
That would be re—this is Chris Brancato. That would be a requirement under the criteria.
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Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Right. And so the scenario just needs to reflect that we got, that we actually get to that. Like John said,
we need to go on to the next paragraph, but kind of keep in mind that the purpose of walking through this-
this actual scenario with the vendor is to say, “At the end of the day that's what we actually have to do to
meet the requirements.”

And then | wasn—I, John you can speak. | have a, | have a comment about the two hospital bans, but
you can speak about the identification cards and those kinds of things and how they play into this. We
probably have the same comments.

John Travis — Cerner Corp.

Yeah, I—this is John again. | think that those work to be explicit requirements certainly for access
management for the registration process. | don’'t—from what | know and | could be wrong, | don’t think
they fit within, um, use requirement. We're-we're crossing a little bit into the revenue cycle on those and |
don’t know that we have a need for insurance information anywhere. They're certainly valid for the
admission process, but they are explicit.

They then would really cross a hard line and say, “If that’s part of what the data capture requirement’s
going to be we would be certifying ATD systems, no question to do that.” Versus saying you-it could be a
demographic module that an EHR has as a core module within its scope as we do where, you know, you
can do what | might term a clinical registration. It’s to the implementer to determine if they view that as an
authoritative source of truth as-as-as Liz pointed out. Um, but this would differentiate that kind of
capability from my mind to be it’s a full registration.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

So | think what we want to do, at least let me throw this out to the group and see if this is palatable. | think
what we want to do is shorten the registration scenario. What we’re looking for is a way to flow the-a
directed mix. This is what we’ve chosen to do, and appropriately a direct admit versus an ED admit. That
we just need to-to acknowledge that during the process of-of, you know, um, physically moving the
patient from one area to another and whether it's, and because we also, frankly, don’t—a lot of hospitals
no longer send patients to registration and they admit them directly to a bed and we do the information
there. So just, you now, just a sort of piece of information.

We do need to have a wager in this testing scenario to assure that the appropriate demographics are
kept, and that’s all, | think, we need to do. | don’t think we need to get into the financial component of it.
Um, and I-I was even sort of wasn’t sure where the two hospital identification bands thing came from. Um,
so Chris can you help me with that one?

Chris Brancato — Deloitte

Sure. Um, so where | was coming from on that is, um, ... patient safety recommendations and, um, that’s-
that’s where that came from.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Okay so we—you’re-you’re right from the perspective that we usually do use two forms of ID, of some
variety, um, so that we’re, you know, you know all the reasons. You've obviously gone back and done
your research. So again, um, then we have to go back to the how far do we take these scenarios in terms
of testing for the criterion that are required, but not forgetting that we want to have a safe environment.

John, um, you know, this does not say anything about the EHR. So we’re not—we wouldn’t be putting
the-the-the person’s approaching for certification in a testing problem. But again, it feels sort of out of
scope for this testing scenario to contain this particular sort of process.
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John Travis — Cerner Corp.

Yeah, there’s a lot of description of things that are occurring outside the system, which | understand it
makes the scenario read and flow as necessary, the transport stuff for example. And that, by the way,
does have potential of its own automation capabilities, but those are outside of scope. Uh, you know, |
think what—if we have that descriptive text in there, you know, maybe some way to delineate that it's, you
know, an instruction or guidance point on the certification inspection that you’re not—

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

| mean, again, just like—I agree. It was slow and when | read it, and again, | think it does add to the flow.
It's funny how the patient gets from some, from somewhere, um, to a hospital bed.

The other thing that | wanted to comment on is the way this is described, this-this scenario, it feels like it
is strictly a direct admit from a physician’s office and there are other kinds of direct admits, you know, that
that was—I think if we can take out some of the specificity we will get to where we need to be. And the
reason | say that to you is we get lots of admits from nursing homes, assistant living, home health, you
know, “I called my office,” “I called the doctor’s office. They told me to come directly to the hospital,” which
is sort of where we, | think we’ve fixed that in the first part.

We’re now saying, you know, maybe what we do for these two paragraphs, “Upon arrival of admission
office and the admission office orders,” maybe we just put a caveat, you know, over to the side, you
know, what the purpose of this is just to flow the patient to the point where they're in a patient bed and
begin to utilize the EHR, not necessarily for testing or something. You know, you can dress it up better
than that, but I-I think that will make it easier and more palatable.

Chris Brancato — Deloitte

So-so it's Chris Brancato. A-a couple of comments, um, clearly the things that we're discussing here, um,
kind of reside in the flaw of the general, um, assumption that this is a critical access hospital and the
assumption here was the physician who referred to the hospital does not have admitting privileges. Um,
so we can easily fix that, um, by just, you know, certainly reworking that section and, you know, clearly
imply that the physician has the ability to direct admit and the privileges to do so.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Right, I mean, ‘cause, and-and the scenario that you called out, Chris, in all fairness, would work for
hospitals as well. It would just simply be a transfer of care, but, um as you rework this part of it, if you will
just, um, you know, be sure to denote that wher-we’re not expecting, as part of this testing scenario, that
these activities that are listed in the paragraph that starts, “Upon arrival to admissions,” or around
financial information so on is not going to be captured nor is it required as a clinical EHR, the certified
EHR.

Chris Brancato — Deloitte

Understood. And I-I-I think John raises a-a very important point. In balance to the flow of the scenario,
recognizing that each individual functionality called out in the criteria will be certified on a modular level.
Um, um, so | think the balance there is, um, how-how do | bring this-that information into the scenario
without being redundant to the individual criterion testing script?

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

When you say that-when you say th—I'm sorry, Wes, and I'll let you speak—when you say that are you
saying that those two paragraphs contain criterion that needs to be tested for?

Chris Brancato — Deloitte

No, no, in fact just the opposite. I-'m not intentionally duplicating language from the test script for that
particular functionality criteria.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Okay. Wes, did you have a comment?
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Wes Rishel — Gartner, Inc.

Yes, I-in summary, w-what | hear is that in trying to create a-a meaningful context through the scenario
we risk being perceived as adding-adding criteria. You know, for example to go to the patient safety rules
and say, “Print two wrist bands,” or, “Print two bands,” depending on the size of the, of the person is-is
um, could e-could be mistaken for our thinking that something-for someone thinking we’re going to certify
the EHR despite no audit trail back to the Policy Committee saying that that was a criterion.

Um, um, and | think that the concern that, you know, people react somewhat defensively to these
documents, | think the concern that we avoid that confusion is very strong to the point where we want any
comments that represent context or a-a scenario that ... but not a criteria to be in a different font or a
different column or somehow so clearly called out that-that when people are working up a fine, frothy bit
of rage they have to find something else to get mad about.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

| always love it, Wes. You know, it’s it's-it's always a treat. So I-I-'m sure that Chris, you and-and Scott
have the general sense of what we, how we’d like to see this next time we run through the next version of
this, right?

Chris Brancato — Deloitte
Yeah, we can scale that back. Uh, that’s not a problem at all.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

So now we’re going to move into evaluation, diagnosis and treatment scenario, and | think, um, Joe had
the same kind of response that | did. Um, either—on the referring physician comment, and | don’t know
wha-if everybody’s got their electronic copy now, but what the—it kind of follows what we’ve already
talked about, which is whether it’s the referring physician that now is the admitting physician or whether
it's the referring physician that is handing it over to an admitting physician. Some kind of comprehensive,
um, dataset, you know, it was CCDA or some kind of summary with extractable data has come across
and is available to the nurse so that she would be or he would be able to start their physical and, um, um,
verbal evaluation of this patient at that time using that document. | think that's what you were trying to get
to.

Yes.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Okay. And then, Joe, you made a comment about dur-uh, referring to the ... nursing assessment. Um, the
note is more valuable than the CCR as it appears to imply the bulleted list. | think you're saying the same

thing we’ve been saying, which is it appears that all this information is available to the nurse on admission
and it’s probably not. Is that right?

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

Yeah, I-I-1 don’t remember the comment any more, but, um, but | think you're right. It sounds like that
anyway.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Right. So anyway, again, | think that from there it goes on to talk about the nursing assessment and
obviously they would, um, would—the nurse would obviously access any information that wa-had been
submitted and was available prior to doing the assessment just so that they go in with a-as much
information already needing only to be verified not to be found on an initial discovery process, | think is
what we said. Um—

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board
| mean there-there has to be the ability to record a complete history and physical.
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Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics
Absolutely.

Joe Heyman — Optum InSight — Chair, National Physician Advisory Board

And | think | remember making a comment when | thought it was a clinical access hospital that the
likelihood was that the admitting physician was the person who was making the transfer, and that
therefore they would have already sent their complete history and physical or dictated one.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

Right. And again, | think the truth of the matter is—and-and so, again, what we want to do is test for the
availability to do, regardless of-of what comes to us or not, at the end of the day we want to make sure
that we get a complete history and physical and set of, you know, um, smoking status and current meds
and past meds and so on. At the end of the day we want to get it all done. | think we’re just trying to take
advantage.

And | did think your comment was also appropriate that, um, w-we don’t generally have patients—this is
about medication history—medication reconciliation is probably one of the toughest things we have to do,
um, both for nursing and for physicians, although the physician, based on our current rules, is responsible
for being the captain of the ship and, and finalizing that list. But I-1 think that we can test using this
scenario recognizing that where the information is coming from is still a number of sources, not quite as
simple as not being in this scenario.

So | think it's back to Wes’ comment. Some of this is just simply getting a-a workflow where we can test
the number of elements all at one time instead of individually, if possible. Recognizing that the-the source
of the data is going to be local to the specific institution. | think that’s fair. John, you think—?

John Travis — Cerner Corp.
Yeah, | think that makes sense.

Elizabeth Johnson — Tenet Healthcare — Vice President, Applied Clinical Informatics

So the—anybody have any other comments because | want to go down and talk about standing orders,
but does anybody else have any other comments about the way we’ve described or the purpose of saying
between the nursing assessment, whatever we get in the CCDA or whatever other summary, all together
at the end of the day the EHR needs to capture all of this data?

And hearing none I’'m going to mo